Objective: To examine racial/ethnic patterns of parental beliefs about etiological explanations for youth problems.
The reduction of health disparities for ethnic minorities has become a national priority (National Institute of Mental Health, 2000; U.S. Department of Health and Human Services, 2000) . Despite similar overall psychiatric disorder prevalence rates across racial/ethnic groups (U.S. Department of Health and Human Services, 2001 ), research documents service underrepresentation and higher levels of unmet need for ethnic minority children (Bui and Takeuchi, 1992; Flisher et al., 1997; McCabe et al., 1999; Yeh et al., 2003) . These studies suggest that service entry for ethnic minority children may be impeded, resulting in service underutilization.
One frequently postulated reason for service underutilization by ethnic minorities is that differential beliefs about the causes of mental health problems may result in help-seeking patterns that do not involve professional mental health services (Hoberman, 1992; Leong et al., 1995; Ruiz, 1995; Sue, 1994 ; U.S. Department of Health and Human Services, 2001) . By this hypothesis, ethnic minorities are less likely than mainstream populations to view emotional/behavioral problems as having a mental health basis and will therefore be less likely to seek mental health services. Furthermore, a lack of congruence between patient and service provider on problem etiology may obstruct treatment progress and compliance (Foulks et al., 1986; Kleinman et al., 1978) .
The adult literature has been somewhat mixed about the existence of racial/ethnic differences in etiological explanations for mental health problems. A number of studies have focused on specific ethnic groups such as Chinese, West Africans, Columbians, and Indians (Hales, 1996; Luk and Bond, 1992; Micklin and Leon, 1977; Srinivasan and Thara, 2001 ), but few studies involve cross-group comparisons. In one study, Latinas rated medical causes as less important than did African American and European American women, and African American women rated religion/supernatural forces as more important than did Latinas and European American women (Alvidrez, 1999) . Compared to black teachers, the mental illness explanations of white teachers corresponded more closely to those of mental health professionals (Hall and Tucker, 1985) . Japanese American college students were more likely than white American students to believe in social causes for mental health problems (Narikiyo and Kameoka, 1992) . British Asians scored lower than Western Europeans on scales measuring stress and Western physiological causes as etiologies for mental distress, and British Asian and Pakistani groups had higher scores for supernatural and non-Western physiological causes than did the Western group (Sheikh and Furnham, 2000) . However, one study found that although African Americans were less likely than whites to believe that genetics or family upbringing were the reasons for mental illness, there were no other differences in biological or environmental etiological explanations (Schnittker et al., 2000) . In addition, high correlations between Filipino and Caucasian American college student ratings were reported for the importance of different causes for depression and schizophrenia, suggesting little difference in etiological beliefs between these groups for those illnesses (Edman and Johnson, 1999) .
Even less is known about parental beliefs about the causes for the mental health problems of their children, although recent research has begun to address this question. A high proportion of Vietnamese parents in an Australian community sample identified biological/chemical imbalance, trauma, and metaphysical/spiritual imbalance as causes of child mental illness (McKelvey et al., 1999) . White parents were more likely to use medical labels to describe their child with attention-deficit/hyperactivity disorder than were African American parents, but no significant differences were found in causal etiologies provided by the two groups (Bussing et al., 1998) .
The literature to date does not yet provide clear racial/ethnic patterns for etiological beliefs, supporting the need for further research. Additional investigations focusing on children are necessary, as correspondence between perceptions of adult illnesses and those of children cannot be assumed. Furthermore, a greater number of studies involving populations that have mental health problems may impart information pertinent to actual utilization patterns beyond what community studies surveying beliefs about the construct of mental illness may provide.
In this study, we examined racial/ethnic differences in a survey of parents' beliefs about the causes of their child's problems. The study expands on past literature by investigating a broad range of parental etiological explanations in a large, racially/ethnically diverse sample of children with mental health problems that affords cross-racial/ethnic comparisons, examination of child populations, and a focus on families for whom decisions about service utilization may be most relevant.
METHOD

Participants
Participants were a subsample of the larger Patterns of Youth Mental Health Care in Public Service Systems survey (Patterns of Care [POC] ; principal investigator, R. L. Hough, Ph.D.) of a stratified random sample of 1,715 youths aged 6 to 17 who were receiving services in one or more of five public sectors of care (alcohol/drug, child welfare, juvenile justice, mental health, public school services for youth with serious emotional disturbance [SED, now called ED]) in a large, metropolitan county in the second half of the 1996-97 fiscal year. Only adjudicated delinquents were sampled in the juvenile justice sector, and only court-ordered dependents were included from child welfare (see Garland et al., 2001 for more information on sampling methodology). All youth in the POC survey who were African American (AA), Asian/Pacific Islander American (API), Latino, or non-Hispanic white (NHW) and who met criteria for having mental health need (as described below) were selected for this particular study, resulting in a sample size of 1,338 youths. Those with a self/parental report as biracial/multiracial were not included in the study. There were 270 AAs, 109 APIs, 372 Latinos, and 587 NHWs in the sample, and 68% (n = 906) of the sample was male. The mean age of the youths was 14.25 years (SD = 3.07). During fiscal year 1996-97, 10.8% had received services from alcohol/drug treatment, 23.1% from child welfare, 29.7% from juvenile justice, 56.9% from mental health, and 26.4% from SED services. Median household income fell between $19,000 and $19,999 per year. Of adult caregiver respondents, 60.8% had high school diplomas or a lower level of education.
Procedures and Measures
Interviews of parents or primary caregivers (hereafter referred to as parents) and youths included data collection on demographic characteristics, symptomatology, and explanatory etiologies for the child's problems. Informed consent and institutional review board approval were obtained prior to data collection. Parents received $40 and youths received $10 to $40, depending on age, for their participation.
Family income was measured with an incremental scale developed by the Use, Needs, Outcomes, and Costs in Child and Adolescent Populations (UNOCCAP) Work Group to allow participants to select a value (range: 1-32) that corresponded with distinct levels of income from <$1,000 to $200,000.
Mental health problems were assessed by the following measures. Diagnostic Interview Schedule for Children.The Diagnostic Interview Schedule for Children (C-DISC-IV) is an established structured diagnostic interview that generates categorical DSM-IV diagnoses for youths; it has demonstrated reliability and validity (Shaffer et al., 2000) . Trained interviewers administered selected modules of the computer-assisted version of the C-DISC-IV to parents and youths age 11 and older. All parents and all youth participants age 11 or older completed the disruptive disorders module. For youths age 11 and older, only the youth completed the mood and anxiety disorder modules, and for youths under age 11, only parents completed those modules. A youth was considered to have a diagnosis if the parent or child report met full diagnostic criteria and, when applicable, had at least one moderate level of diagnostic specific functional impairment endorsed.
Child Behavior Checklist and Youth Self-Report. The Child Behavior Checklist (CBCL) (Achenbach, 1991a) and Youth SelfReport (YSR) (Achenbach, 1991b) are widely used, standardized measures of child psychological symptomatology with established reliability and validity. The CBCL is a parent-report questionnaire that provides age-normed comparisons of behavioral/emotional problems for children ages 2 to 18. The YSR is a youth-report instrument that parallels the CBCL for children age 11 to 18. The CBCL and YSR both produce indices for total behavior, internalizing behavior, and externalizing behavior problems.
Children's Global Assessment Scale. The Children's Global Assessment Scale (CGAS) (Bird et al., 1987; Shaffer et al., 1983 Shaffer et al., , 1996 provides a unidimensional, global rating of the child's functioning on a scale from 0 to 100, with higher scores reflecting better functioning. The CGAS has demonstrated adequate reliability and validity (Shaffer et al., 1983) . CGAS scores were assigned by lay interviewers through interviews with the youths and the parents, respectively.
Columbia Impairment Scale. The Columbia Impairment Scale (CIS) (Bird et al., 1993 ) is a 13-item scale that reliably assesses the extent to which a child experiences impairment across four areas of functioning. Parent-and child-report versions were administered, and internal consistency was strong (Cronbach alphas of 0.89 for POC parent sample and 0.83 for POC youth).
Youths without diagnoses who have functional impairment have been found to be equally disturbed as those who meet diagnostic criteria without impairment . Therefore, following the recommendations of Angold et al. (1999) , youths with functional impairment were considered to have a psychiatric disorder. Thus, mental health need for this study was defined as: (1) a DISC-IV diagnosis, (2) clinically severe symptomatology as evidenced by CBCL or YSR Total Problems, Internalizing, or Externalizing T-score in the clinical range (T = 63 or above), or (3) significant functional impairment as indicated by a CGAS score of 70 or below or a CIS score of 15 or above.
Parents' endorsement of beliefs about the causes of their child's problems was assessed through a semistructured questionnaire developed for the POC study based on literature review, expert cultural consultation, and prior research (Beliefs About the Causes of Child Problems-Parent Version, Yeh and Hough, 1997 . The measure may be obtained by contacting the study's authors). Eleven separate etiological belief areas were identified (five biopsychosocial, four sociological, two related to spiritual/nature disharmony issues), and respondents were asked to answer yes/no to a question of whether they believed their child's problems were caused by issues in each of those 11 global areas. Endorsement of the global question triggered more specific questions within that particular area, with the exception of the Prejudice category, which contained a single etiological question. (Table 1 lists the etiological categories and sample items.) A dichotomous variable for each of the 11 categories was created to reflect endorsement of any item within that category. Respondents in this sample endorsed an unweighted average of 3.87 (SD = 2.07) categories. The construct validity of the measure has been supported by its relationship to mental health service use in generally expected ways (Yeh et al., in review) .
Due to the interest in exploring reasons for service underutilization by AAs, APIs, and Latinos compared to NHWs, analyses focused on these comparisons.
To ensure that the data reflected the total population of service users, a poststratification weighting procedure was implemented (Henry, 1990) . All statistical survey analyses used STATA 7.0 and incorporated sampling weights. Figure 1 illustrates the rates of belief category endorsement by racial/ethnic group. Group differences in endorsement rates were tested using χ 2 omnibus analyses for each belief category. χ 2 statistics were converted to F statistics using a second-order Rao and Scott correction (Rao and Scott, 1981) to account for survey design. Using a Bonferroni correction factor for the 11 omnibus analyses (p = .05/11 = .0045), significant racial/ethnic differences were apparent in seven of the eleven categories: Physical Causes (adj. F = 9.61, p < .001), Personality (adj. F = 8.27, p < .001), Relational Issues (adj. F = 14.89, p < .001), Familial Issues (adj. F = 9.28, p < .001), Trauma (adj. F = 8.04, p < .001), American Culture (adj. F = 5.53, p = .001), and Prejudice (adj. F = 6.25, p < .001). There were no racial/ethnic differences for Friends (adj. F = 2.27, p = .08), Economics (adj. F = .32, p = .80), Spiritual Issues (adj. F = 2.64, p = .05), or Nature Disharmony (adj. F = .15, p = .10).
RESULTS
Post hoc χ 2 analyses were then computed for the seven belief categories for which significant omnibus tests were detected (Table 2) . Each racial/ethnic group was compared to each of the others, resulting in six χ Latino parents reported Physical Causes at a lower proportion than did NHW or AA parents. AA, API, and Latino parents all endorsed Personality at a lower rate than did NHW parents, and API parents did so at a lower proportion than did AA parents. AA, API, and Latino parents all endorsed Relational Issues at a lower rate than did NHW parents. AA, API, and Latino parents endorsed Familial Issues and Trauma less often than did NHW parents, and API parents did so less often than did the other three groups. For American Culture, a different pattern emerged, with API parents endorsing this category more often than did any of the other three groups, but with Latino parents reporting this less often than did NHW parents. Finally, AA and API parents endorsed Prejudice as an etiology at a higher proportion than did NHW parents, and Latino parents did so at a lower rate than did AA parents.
Next, we wanted to determine whether racial/ethnic differences existed while controlling for other demographic characteristics, the child's problem severity, and public service sector affiliation. Therefore, we computed separate logistic regression equations for each of the 11 belief categories (belief endorsed = 1), controlling for the following variables: age (continuous), gender (male = 1), income, parent educational level (post-high school = 1), child emotional/behavioral problems (CBCL Total Problems T-score), and alcohol/drug/mental health sector affiliation (ADM; affiliation with alcohol/drug, mental health, or school SED program at time of sample selection = 1). Race/ethnicity was entered with NHWs as the reference group (AA = 1, API = 1, Latino = 1).
Thirteen of the original 18 racial/ethnic differences involving ethnic minority comparisons to NHWs remained, and one new significant finding emerged (Table 3) . AA parents were less likely than NHW parents to report Relational Issues and Spiritual Issues but were more likely to endorse Prejudice. Compared to NHW parents, API parents were less likely to report Physical Causes, Personality, Familial Issues, and Trauma but were more likely to endorse American Culture and Prejudice. Latino parents were less likely to endorse Physical Causes, Personality, Relational Issues, Familial Issues, and American Culture, and they were not more likely to endorse any of the causal categories.
DISCUSSION
The present study investigated racial/ethnic differences in parents' beliefs about the causes of their child's emotional/behavioral problems in a sample of youths with identified mental health problems. Analyses revealed many significant racial/ethnic differences, with the most notable trend showing ethnic minority parents less likely to endorse biopsychosocial beliefs, with few racial/ethnic differences for sociological or spiritual/nature disharmony etiologies. Logistic regression analyses controlling for demographic factors, child symptomatology, and sector affiliation reduced the number of racial/ethnic differences, but the general trend remained relatively consistent. The findings have significant implications for the help-seeking behaviors of parents for their children and also on the potential palatability and portability of biopsychosocially based mental health treatments for ethnic minority populations. Note: AA = African American; API = Asian/Pacific Islander American; NHW = non-Hispanic white. a The omnibus statistics for these causal categories were not statistically significant and therefore post hoc comparisons were not made. However, percentages for all categories for all groups are listed for the interest of the reader. *p < .05; **p < .01; ***p < .001.
Omnibus analyses indicated that significant racial/ethnic differences existed in the endorsement of 7 of the 11 etiological categories. Of those seven etiological categories, five were more consistent with helpseeking for biopsychosocially oriented mental health services: Physical Causes, Personality, Relational Issues, Familial Issues, and Trauma. API and Latino parents endorsed etiological beliefs in all of these five categories at a lower rate than did NHW parents, and AA parents did so in four of the five categories. In contrast, there was some evidence that AA and API parents held etiological beliefs that were more sociological in nature and that were less consistent with biopsychosocially oriented help-seeking at a higher rate than did NHW parents. API parents cited American Culture as an explanation of their child's problems more often than did NHW parents, and both AA and API parents reported the experience of prejudice as a cause more often than did NHW parents.
Although the three ethnic minority groups showed somewhat similar endorsement rates across categories, some differences were also apparent. AA parents were more likely than Latino parents to endorse Physical Causes and Prejudice. API parents were less likely than AA parents to endorse four of the five biopsychosocial categories and less likely than Latino parents to endorse Familial Issues and Trauma. However, they were more likely than both groups to endorse American Culture.
While significant racial/ethnic differences existed, there were also some similarities noted in the types of etiologies endorsed most and least often (Fig. 1) . AA, Latino, and NHW parents all endorsed Personality most often, and API parents reported this second most often, behind Friends. Spiritual Causes and Nature Disharmony were among the three least often endorsed causes for all four groups. Future research should examine the salience of each etiological belief to each group in the help-seeking process.
When logistic regression analyses controlled for demographic variables, symptomatology, and sector affiliation, many of the patterns noted in the χ 2 analyses remained, with some exceptions. AA parents were less likely than NHWs to endorse relational causes, but no other AA-NHW differences in biopsychosocial beliefs were found. However, prejudice remained a belief held by a greater proportion of AAs compared to NHWs. For API parents, the findings remained the same, with the exception that racial/ethnic differences for Relational Issues were no longer found. Similarly, for Latino parents, the logistic regression and χ 2 findings were largely consistent, with the exception that significant racial/ethnic differences between NHWs and Latinos in the Trauma category were no longer present. These findings are in some agreement with the adult literature demonstrating a lesser endorsement of medical causes by Latinas (Alvidrez, 1999) and greater consistency between professional mental health beliefs and those of white teachers as compared to black teachers (Hall and Tucker, 1985) . However, our results did not replicate racial/ethnic differences in religious/supernatural arenas reported in the adult literature (Alvidrez, 1999) and the greater likelihood of Japanese college students to endorse social etiological explanations compared to white American students (Narikiyo and Kameoka, 1992) . Also, API parents were less likely to endorse physical etiologies compared to NHWs, which is consistent with previous British Asian/Western comparisons on Western physiological causes but not with those on non-Western physiological explanations (Sheikh and Furnham, 2000) . Further examination of the distinction between Western and non-Western physiological beliefs and the relationship between physiological beliefs and somatization would be beneficial in future research. In addition, given the mixed consistency of this study with the results of adult studies, replication of this study's findings are warranted; the beliefs of community adult samples about adult mental health may differ from parents' beliefs specific to the mental health problems of their own children. Furthermore, it would be meaningful to examine the patterns and implications of multiple etiological explanation endorsement found in this study and also reported by other studies on asthma (with Navajo families; Van Sickle and Wright, 2001 ) and other pediatric illnesses such as fever, cough, and vomiting (with Hispanic mothers; Mikhail, 1994) . Finally, given evidence that parental help-seeking behavior may differ based on the type of child problem (StouthamerLoeber et al., 1992) , it would be important to examine racial/ethnic differences in parental explanatory etiologies separately for specific types of child problems.
Limitations
Strengths of this study include the assessment of mental health needs using well-established measures and the survey of etiological beliefs for a large, racially/ethnically diverse sample. However, some limitations of the study should be noted. First, although the focus on at-risk youths was advantageous, all findings must be interpreted within the context of a sample that has had contact with public services and not as a community sample. Second, racial/ethnic groups were broadly defined and did not take into account the beliefs of specific ethnic groups or the cultural diversity and acculturation differences inherent within each broad racial/ethnic group. It is hoped that future studies will be able to examine the etiological beliefs of specific populations more thoroughly. Third, at the time of study development, no well-established quantitative measure of parental beliefs about the causes of child mental illness was known to the authors, necessitating the creation of a new measure with unproven psychometric properties.
Clinical Implications
These findings suggest that racial/ethnic differences in parental beliefs about the causes of child mental health problems exist in at-risk samples and warrant further consideration when addressing mental health service disparities. If ethnic minority parents have explanatory beliefs about child problems that are less consistent with biopsychosocial causes and are more sociological in origin (for AAs and APIs), they may be less likely to seek or accept biopsychosocially oriented mental health services. Therefore, effective reduction of disparities may require strategies that take parental beliefs into account directly. For example, services may be designed for youth with emotional/behavioral problems who have suffered prejudice/discrimination or who come from immigrant families where native cultures may differ greatly from mainstream American culture. Agencies may engage in outreach to inform parents about the relevance of their services for children with sociologically influenced problems and may also educate parents about the full range of possible causes for emotional/behavioral problems. Referrals from community services that provide immigration services or social support may be more readily accepted by ethnic minority families due to the context of sociological issues being addressed.
Furthermore, when ethnic minority children do arrive at biopsychosocially oriented mental health services, discrepancies between parent and service provider beliefs about problem etiology may affect service compliance and treatment outcomes. As Kleinman et al. (1978) have observed, both professionals and patients bring explanatory models to the treatment context, and discrepancies between these explanatory models may exist. If the family and service provider do not agree about the problem's causes, the means through which problem resolution is sought may differ greatly. Such a situation may increase the chances for noncompliance and treatment dropout by the family (Kleinman et al., 1978) . Future research should examine the specific role of explanatory etiologies in service utilization patterns and treatment effectiveness.
